HOSPICE 101

PRESENTATION BY SURVEYORS

AUGUST 9, 2012

Presented by Bonnie Quick, RN, HFNC
And
Judy Morris, RN, HFNC

(State surveyors from Missouri Department of Health and Senior
Services, the Bureau of Home Care and Rehabilitative Standards)
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COORDINATED TASK PLAN
For Hospice Residents in
Long-Term Care

fools to Improve the CoordinationProcess




Policy
1.

COORDINATED TASK PLAN - INSTRUCTIONS
(back of form) )

The Hospice agency will coordinate services with each LTC provider. The Hospice and LTC Provider
will jointly ensure collaborative efforts between the LTC provider and the Hospice, by documenting
which services will be provided, by whom, the frequency of services, updates when changes occur,

dated signatures of both LTC provider and Hospice staff.
The Coordinated Task Plan will be initiated by the Hospice provider upon start of care in the LTC and

- wifl be continuously updated with any changes as needed.
3. Ataminimum, the Coordinated Task Plan will be reviewed with recertification of the hospice resident.
Procedure

1. Complete the Hospice resident name, corresponding room number, and Hospice diagnasis at the top
of the Coordinated Task Plan form.

2. Complete the name of the Hospice agency, phone numbers and staff assigned for each discipline.

3. Circle the days of the week the hospice nurse plans to visit. Update any on-going schedule changes
on the next line.

4. Circle the days of the week the hospice aide plans to visit. Update any on-going schedule changes on

10.
11.

12.

6/09

the next line.

List the frequency of visits planned for the social worker, chaplain, volunteer or other staff. Update
this section by marking through the previous schedule with one line and listing the new schedule with

current the date.

For the wound care schedule, circle the days of the week that hospice will provide the wound care.
Update any on-going schedule changes on the next line. The LTC provider will be responsible for

wound care on all other days.
List frequency of foley catheter care under each party responsible.
List each treatment planned and document frequency under each party responsible.

Indicate by check mark or record the medical supplies provided ONLY by the hospice agency.

Indicate by check mark or record the DME provided ONLY by the hospice agency.

Document a start date for each new or changed intervention and an end date for each discontinued

intervention. ’

Indicate at the bottom of the page, si
staff member making the changes.

gnatures and dates of both LTC representative and the Hospice

After multiple changes and updates, it may be necessary
to initiate a new Coordinated Task Plan.
Handout 5



Hospice/LTC Coordinated Task Plan of Care

! Resident Name: Room #: T Hospice Diagnosis: . 1
Bed # _
| Hospice Company:
[ Daytime phone: | After hours phone:
| RN Case Manager: Hospice Social Worker:
Hospice Aide: Hospice Voluntesr:
| Hospice Chaplain: Other:
Date || | Date |
Start | End LEI'_LH S Start | End
[ | Schedule SMT Schedule SMTWTHF SA
f Schedule Change S M T W TH F SA | Schedule Change S M T W TH F SA
Schedule Change S M T W TH F SA Schedule Change S M T W TH F SA
Schedule Change S M T W TH F SA Schedule Change S M T W TH F SA

Hospice Social Worker Frequency
Hospice Chaplain Frequency
Hospice Volunteer Frequency
Hospice Other F:equency

Date Tiliki Chtacen
Start | End Eusp[ce Wound Care
Schedule S M T W TH F SA
ScheduileChange S M T W TH F SA |
ScheduleChange S M T W TH F SA [
Date Party Responsible & Freguency
Start | End Hospice LTC
Foley Catheter Chanoe

Other Tx: (therapy. labs. trach care. ostomy care, etc.)

Cither

Other Oth er

[ 1Oxvegen [ ]f_@mmﬂdc
[ 1 Bed [ 1 MNebulizer
Walker Wheelchair _ s
=T e 1 i 2 I_I. i
|
!
Handout &

6-18-08 DC



Getting Started-Training Point Two

SCENARIOS

The following are examples of how tc correctly complete the Cocrdinated Task Plan of Care.

RESIDENT #1 SCENARIO

An B1-year-old female assisted living resident is admitted to hospice on December 14" with a diagnosis of

CHF.
The hospice nurse will visit 2x/week, hospice aide 2x/week and the social worker and chaplain will both visit

monthly and prn.

The resident has nebulizer treatments, which the LTC provider will provide and administer {Because the
equipment is provided by LTC, it is not on the form). The resident also requires oxygen and a wheeichair,

which hospice will provide.
There are no other treatments added and the intensity of visits is not required to change.

Please refer to next page for the completed Coordinated Task Plan of Care.




Just For You Hospice Care

Residemt #1 Scenario

,F Hospice/LTC Coordinated Task Plan of Care

Resident Name:

Room #: 234
Bed #: |

Rese wWood

Hospice Diagnosis:

CHF

Hospice Company: Tust For You Hozpice Cake

| After hours phone:

(111444 -5555

Daytime phone: (111} 323 -33332
[RN Case Mansger: Gagy GaRdesieh Hospice Social Worker: Jusic Sunflowwch |
__[:In:-;pfcc Alde: Helen Hese Hospice Volunteer:  Viplet "u"IA”'.‘lI;J
Hospice Chaplain:  Chpaalie Chapliu Other:
Date _ Diate _ = = __
Start | End | Hespite Nurse Visits - Ak WERAS | Start End | Hospice Aide Visits . .~~~ L
-kt Schedule sMT WAL F SA b8 Schedule s MW
Schedule Change S M T W TH F SA Schedule Change SM T W
Schedule Change S M T W TH F SA Schedule Chanpe SM T W
Schedule Chanee S M T W TH F 5A Schedule Change SM T W
AT | Hospice Social Worker Frequeacy Mewg il
B9 Hospice Chaplain Frequency Mor iy
Hospice Volunteer Frequency f
Hospice Other Freguency
Diate VWound Care Schedule: = -~ - . ° =i 5
Start | End Hospice Wound Cere
Schedule § M T W TH F A
Schedule Change 5 M 1 W TH F SA
ScheduleChange 5 M T W TH F SA
[ Date “Party Responsible & Frequency |
Stan @d T P e L e e e oyt ot Ll O Hospice LTC
Foley Catheter Care
Other Tx: (thermpy, labs, trach care, ostomy' CAre, eie.]

[ IFu!i:\- mdlmw

Other

1 Other - T

. Gl!}t;

Oiher
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WEBSITES

http://health.mo.gov/szfetv/homecare

To access the “Bureau Talk”, use the above website address. Click on “Publications”.

Then click on “Bureau Talk” and select year. After you are in that year’s list of topics per
quarterly publications, select the month of the issue you are seeking.

The following Bureau Talk issues contain significant information:

1) Hospice Medicare Interpretive Guidelines (federal regulations and guidance for Medicare’s
interpretation of each regulation). These can be found in the January 2009 Bureau Talk.

(Attachment D)

2) The State Operations Manual (SOM, Chapter 2), which is the Medicare guidance and
definitions of such processes as revocation, discharge, core services, etc) can be found in the

October 2009 Bureau Talk (Attachment A).

3) The Missouri state regulations can be found in the October 2008 Bureau Talk (Attachment

#5).

WWWwW.WocCn.org

The Wound, Ostomy and Continence Nurse Association (WOCN)

Www.npuap.org

The National Pressure Ulcer Advisory Panel (NPUAP)

Bureau of Home Care and Rehabilitative Standards office phone: 573-751-6336

Surveyors welcome calls from agencies regarding questions about hospice regulatory issues.
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The DO’s Of DOCUMENTATION

FORMS:
* All hospice forms need to be signed and dated by the appropriate

person(s).

ADVANCED DIRECTIVES:
* Document if the patient has an Advanced Directive. Request a copy

for the clinical record and document each request made.

PAIN:

* Pain assessments should be conducted AT EACH VISIT with clear

documentation of findings, interventions and any contact with
physician.

Document patient and family education and understanding regarding
pain and symptom management.

Document patient compliance based on appropriate monitoring and
effectiveness of drug therapy.

Document and monitor any new medications, changes in dosage and
discontinued medication.

Document teaching and understanding of any new medications,
changes in dosage or discontinued medication.

Document the effectiveness of any new medication, changes in dosage
and discontinued medications during subsequent visits.

Document a clear and concise description of patient pain.

MEDICATION:
® Document all medications (prescribed, OTC and herbal) on the

patient’s medication list.
Document any changes in medication and update this change on the

medication list and ongoing plan of care.

Document that all medications were reviewed with the patient and the
family.

Document whether the patient/family are capable to administer
medications. Document results of that capability.




Document misuse (or suspected misuse) of a controlled substance and
clearly document any contact with the physician or other appropriate
person(s).

Document the date, medication name, strength and quantity, signature
of hospice staff and signature of person receiving a controlled
substance medication when delivered to the patient’s home.
Document the patient/family received agency policies and procedures
regarding the management of controlled drugs when applicable.
Document any disposal of controlled substances. Documentation
should include name of medication, strength and amount destroyed.
Documentation should include signature of the hospice staff and
signature of the witness.

Documentation should clearly identify when a medication is found n
the home and the documentation should include the name of the
medication, dosage, frequency and route. Without this specific
documentation we would expect to see a physician order.

SUPERVISION OF HOSPICE AIDE:

Document supervision by the RN every 14 days (aide does not have to

be present).
Document supervision by the RN of an annual on-site visit with the

aide.
Documentation should clearly identify whether the aide is following

the tasks, as assigned by the RN.

SUPERVISION OF THE LPN:
* Documentation by the RN must include a monthly, on-site visit to the

patient for the purpose of evaluating whether the LPN is providing
care as directed by the Plan of Care (LPN does not have to be

present).

WOUNDS:

Document wound measurements weekly. If more than one wound,
documentation should be specific to each wound site.

Document location, size, odor, drainage, appearance of wound(s) and
surrounding skin,

Document stage of wound(s).

Document identification of the person(s) responsible for the day to

day wound care.



¢ Document if patient/caregiver are compliant with providing wound

care as ordered by the physician.
¢ Document specific treatment of each wound.

REVOCATION:
* Document the reason the patient chose revocation versus other
options.
¢ Document the IDG was informed of revocation.
* Document a discharge summary was sent to the physician,

DISCHARGE:
¢ Document reason for discharge.
* Document discussion with the patient/family/IDG.

¢ Document a discharge summary was sent to the physician,

NURSING FACILITY:
e Document a single, coordinated plan of care in both the hospice and

nursing home clinical record.
¢ Document updates taken to the facility,
¢ Documentation should identify the roles of each provider. (Example:
who is providing the catheter changes, wound care, aide visits, etc.)
* Document not only the frequency but the exact days the hospice

aide/facility aide will provide personal care.

ON-CALL:
® Documentation should include the exact date and time of®

1. The original call.
2. The response to the call.
3. The follow up to the call.

***The above information is only a small part of the documentation
requirements to determine compliance with the Conditions of Participation

and to assure quality nursing care.

Remember...if it is not documented it is NOT done!!



-

DEFENSIVE DOCUMENTATION TIPS

DO NOT

DO

» Make generalized statements
“Patient states pain is better. Pain

medication used.”

» Be specific and factual.
“Patient rated pain in left lower leg at 2 of 10 |
at present. Worst pain in last 24 hours was 6.
Vicodin 5/325mg tablet used 2 times in past !
24 hours with decrease in pain to 2. Patient is |
satisfied with pain control.” 1

» Avoid non-descriptive words such as
stable, normal, within normal limits.
“Diabetic status is stable within normal limits”

> Do not document general statements

for coordination.
PT documented: “Conferenced with SN.”

» Use objective patient-stated
documentation to describe disease '
process and progress to goals. |

“Patient reported checking blood sugar |
morning and evening. For past 5 days blood |
sugars in AM were 82-175. PM blood sugars
were 100-200.”

> Be specific. Document who you spoke
with, care issues discussed, care plan
problems, interventions and
outcomes. |

“Suzie RN notified of elevated blood pressure ‘
of 200/104 and pulse of 102. Patient stated

saw doctor yesterday and medication
changed. Norvasc increased from 5 mg daily to J
10 mg daily. RN will notify physician.”

> Use standard goals and interventions
on care plans and progress notes.
“Patient cardio-respiratory status will be
within normal limits for patient.”

“Patient pain will be improved.”

» Individualize care plan per patient/
family issues, needs, goals and |
outcomes. |

Use physician or agency established |
parameters for vital signs and blood sugars. |
Use patient stated goals for pain control. |
Relate goals to what the patient wants to be |
able to do when status improves. |

> Do not use judgmental language such
as non-compliant, inadequate,
dysfunctional, inappropriate
“patient is non-compliant with his pain

regimen.”

» Describe behaviors and events to
paint a picture. ‘

“Patient refuses to use Vicodin 5/325mg

every 6 hours for pain rated at 4/10. Patient ‘

stated Vicodin caused upset stomach and .

dizziness.”
|

> Idenfify an issue, problem or concern
and fail to address it in subsequent

and ongoing contacts.

» Review previous visit notes. Address
previously identified problems and |
document resolution.




DO NOT DO

> Use only approved abbreviations

> Use unknown abbreviations.
which have been authorized by your |

organization.

> Follow agency policy for correcting |
documentation errors.

| > Use whiteout or writeovers.
- ' » Document as close as possible to the

> Relyon memory_.
time of service delivery.
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Hospice is a Medicare A covered service for those who qualify. Other payer
sources could be Medicaid, private pay, insurance, VA or no pay.

A physician certifies the patient is considered to be terminally ill and has a
medical prognosis that his/her life expectancy is 6 months or less if the illness
runs it normal course.

Hospice is designed to meet the physical, psychosocial and spiritual needs of the
patient/caregiver and all other needs related to the terminal illness.

There are state and Medicare regulations and both must be met.

Hospice consists of an interdisciplinary team that includes:

e Nursing
Medical director and/or attending physician

e Social workers
Counseling-spiritual/bereavement/dietary/other counseling

¢ Volunteers

e Hospice aides/Homemakers
Therapies-physical therapy, occupational therapy, speech therapy

Hospice also covers all services and includes medications, respite, inpatient,
medical supplies and durable medical equipment related to the terminal iliness.

The patient does not have to be homebound.

Hospice is palliative care not curative treatment.

LEVELS OF CARE include:
Routine home care-provided in a patient’s home which could include

nursing homes and assisted living homes
Continuous care-hourly skilled care-must be at least eight hours during a

twenty-four hour day, beginning at midnight and ending at midnight-



Page 2

nursing care must be provided at least half of the period of continuous

care-ONLY provided during periods of CRISIS
Respite-provided for the relief of the caregiver—maximum of 5 days at a

time
Inpatient acute-provided in a Medicare certified facility-each shift must

have a registered nurse who provides direct patient care-provided when
pain and symptoms cannot be controlied-hospice must have a contract

with the facility.

Hospice aides/homemakers are supervised every 14 days by a registered nurse

and there must be documentation of the supervision.

Licensed practical nurses are supervised every month by a registered nurse and

there must be documentation of the supervision.

Each patient must have a complete medication profile or drug list which includes

a review of the following:

e Prescription medications
¢ Over the counter medications

e Herbal medications
Other aiternative treatments that could affect drug therapy.

The review must include:

e Effectiveness of the drug therapy

e Drug side effects
e Actual or potential drug interactions

e Duplicate drug therapy



Page 3

Drug therapy currently associated with laboratory monitoring

(Coumadin, Digoxin)

Delivery of controlled substances to a patient’s home must include:

Date

Patient name

Medication name

Strength of the medication

Quantity indicated on the prescription container
Signature of the hospice staff

Signature of the receiver

There must be documentation in the clinical record that the patient/family has
received the agency’s policy and procedures for the management of controlled
substances. There must be documentation of the delivery of controlled

substances.

REVOCATION is a Medicare regulation. It is the decision of the family not the
hospice agency. Revocation cannot be coerced in any manner by the hospice. If
the patient/family chooses to revoke then the hospice must send to the attending
physician a copy of the discharge summary and if requested a copy of the clinical
record. The revocation form must be signed by the patient/representative and
dated. Documentation must show the reason the patient chose to revoke and

that the interdisciplinary team was informed.

TRANSFER

If the patient transfers to another hospice the transfer summary must include:
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e Current medication list

¢ Advance directives (if applicable)
Problems that require intervention or follow-up

¢ Discharge summary

e Copy of clinical record if requested

The transfer form must be signed by the patient/representative with the transfer

date, the transferring hospice name and the receiving hospice name.

DISCHARGE

If the patient is discharged from the agency, other than death, the hospice must
document team inveolvement, have an order for discharge, and consultation with
the attending physician and medical director. The reason for the discharge,
discussion and notification to the patient/family and date must be documented in
the clinical record. The discharge summary must be sent to the attending

physician.

DISCHARGE SUMMARY must include:
Summary of the patient’s stay including treatment, symptoms and pain
management

e Current plan of care

e Latest physician orders
Any other documentation that will assist in post-discharge continuity of

care
Any other documentation requested by the attending physician or receiving

facility.



NURSING HOME

A patient may receive hospice services in a nursing home. There must be a single,
coordinated plan of care in the hospice and nursing home. The interdisciplinary
team is responsible for the overall coordination and communication with the
nursing home. The patient that resides in a nursing home receives the same

services that would be provided in the home.

The hospice must provide the nursing home with the following:

e Current hospice plan of care
e Hospice election form

e Advance directives
Physician certification and recertification
Contact information for hospice personnel/24 hour on-call system

e (Current medication list
Any hospice physician and attending physician orders that are specific to

each patient.

Documentation updates to the plan of care must be in each clinical record.
Documentation should identify the roles of each provider. Document not only
frequency of the disciplines but the exact days the disciplines will visit (ex. Home
health aide will give bath, nurse will change catheter, nurse will do wound care,

etc.)

ON-CALL system—Missouri regulation

Non-emergent call has a three hour response time

Emergent call has a one hour response time.

Documentation should include the exact date and time for:
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e The original call
e The response to the call
e The follow-up to the cail.



